This research aimed to associate for the first time in the literature the Regulatory Focus and 32 Self-Determination theories to understand the dynamics of physical activity practice in the 33 health context. Two cross-sectional studies were conducted with 603 (Study 1) and 395 (Study 34 2) French volunteer participants aged from 18 to 69 and 19 to 71 respectively, and healthy or 35 concerned by a health condition. The main results of structural equation modeling analyses 36 demonstrated that across the two studies, health promotion focus was positively associated with 37 intrinsic motivation (.44 < β < .74, p < .001), integrated regulation (.47 < β < .72, p < .001), 38 identified regulation (.40 < β < .69, p < .001) and introjected regulation (.41 < β < .53, p < .001), 39 whereas health prevention focus was positively related with external regulation (.31 < β < .45, 40 p < .001) and amotivation (.32 < β < .38, p < .001). Bootstrapping analyses main results in 41 Study 2 showed that health promotion focus was indirectly associated with physical activity 42 through intrinsic motivation (95% CI [.02 to .11]), integrated regulation (95% CI [.00 to .08]), 43 identified regulation (95% CI [.00 to .09]) and introjected regulation (95% CI [.04 to .12]), 44 whereas health prevention focus was indirectly associated with physical activity through 45 external regulation (95% CI [.00 to .12]). These studies reveal meaningful associations between 46 Regulatory Focus and Self-Determination theories' variables which support the relevance of 47 associating these two models to understand the processes underlying the physical activity 48 practice. 49 50 51 3 52 53 In recent years, the consequences of a lack of Physical Activity (PA), both for 54 individuals' health and in terms of costs for health systems [1] have led governments and health 55 professionals to wonder about their capacity to modify people's lifestyles through various PA 56 promotion strategies. The Global Action Plan adopted by the World Health Organization aims 57 for example to reduce the lack of PA by 10% by 2025 [2]. This new awareness is also 58 manifested in the development of new technologies favoring PA and in particular by the 59 development on the market of coaching apps which greatly facilitate access to the practice.
INTRODUCTION STUDY 1 149
Objective 150 This first cross-sectional study aims to explore for the first time in the literature the patterns of 151 association of health promotion and prevention foci with the six forms of motivation for 152 physical activity (intrinsic motivation, integrated regulation, identified regulation, introjected 153 regulation, external regulation, and amotivation). To be eligible for the study participants had to be over 18 All measurements were invariant across gender, age, and health-status groups (i.e., CFI values 223 change < 0.002, [20] ; RMSEA value change < 0.015, [21] ). Fit indices of the models and beta 224 coefficients in the whole sample and in each group of participants are shown in Table 3 . All Table 4 . Means, standard deviations and Pearson's correlation coefficients are presented in Table 5 . 
DISCUSSION
The present research investigated for the first time in the literature the empirical links between HRF with each form of motivation for PA underlined by SDT, and the indirect associations between HRF and PA practice through each of these motivations for PA. Our results strongly support our hypothesis that concerns about attaining health-related gains are favorable to autonomy and the development of self-determined motivations toward PA (intrinsic motivation, integrated regulation, and identified regulation), whereas concerns about avoiding health-related losses are associated with a practice based on a feeling of external pressures (external regulation) and an incapacity to value the activity or its outcomes (amotivation). These links showed robust support across the two studies and analyses conducted in sub-groups of participants indicated that they were consistent across gender, age, and health status.
However, our results showed that introjected regulation was not associated with HRF in the expected direction. Indeed, in both studies, introjected regulation was positively related with health promotion focus, but unrelated with health prevention focus. These unexpected results could be attributed to the fact that introjected regulation in a health-related PA context is strongly associated with self-determined forms of motivation [18] . Moreover, while the positive link between health promotion focus and introjected regulation was invariant in Study 1 whatever the characteristics of the participants, the link between health prevention focus and this motivation was completely opposite depending on the health status of participants. Among unhealthy adults, health prevention focus could thus constitute an obstacle to the first step of the internalization process [17] and generate a practice exclusively driven by external pressures.
This result illustrates the importance of considering illness experience to understand the motivational issues surrounding PA practice.
Regarding the indirect associations between HRF and PA through motivations, the results of Study 2 strongly support the hypothesis that health promotion focus is positively associated with PA through more self-determined motivation (intrinsic motivation, integrated regulation, and identified regulation). However, they partially support the hypothesis that health prevention focus is positively associated with PA through more controlled motivation (introjected regulation, external regulation) and amotivation. Indeed, only external regulation was found to be a relevant candidate to explain the link between health prevention focus and PA. In addition, unexpectedly, health prevention focus was found to be positively related with PA through this regulation.
On the one hand, the indirect positive relationship between health prevention focus and PA suggests that health prevention focus is not systematically detrimental to the practice of a PA. This finding is not in line with Laroche et al. [10] , which evidences that among sport practitioners, health prevention focus is negatively related with amount of sports practice. This contrasting result might be explained by the fact that our study is interested in general PA and not specifically with sport practice. The idea of practicing at least a minimum of PA is now generally widespread in medical discourse and in public health recommendations. PA might therefore be perceived as a more "medicalized" practice than sport and thus be more compatible with individual preoccupations centered on avoiding illness. Moreover, the fact that we worked on a general population and not exclusively with sport practitioners could also help to explain this result. Indeed, Pfeffer [27] , based on the Regulatory Fit Theory [28] , showed that among non-sport practitioners, prevention-oriented participants have a greater intention to practice when they are confronted with a health communication highlighting PA as a means of avoiding health problems. These results thus evidence that among non-sport practitioners, PA is not incompatible with a focus on avoiding health problems. This question would nonetheless merit further exploration in subsequent studies specifically comparing the link between health prevention focus and PA in these two populations (sport practitioners vs. non-sport practitioners).
On the other hand, the positive link between external regulation and PA suggests that external regulation is not systematically detrimental for PA. This result does not support the majority of works in past literature [13] . However, it is in line with two other studies reporting that among people with a high level of practice, some display a motivational profile characterized by high levels of external regulation [29, 30] . It thus appears necessary to continue exploring to what extent individuals with a high level of external regulation are physically active, depending on their health prevention focus. Moreover, considering that some works suggest that external regulation has a beneficial effect on PA practice only in the short term [13] , it would be interesting to examine, in a complementary approach to this cross-sectional study, the nature of the indirect link between health prevention focus and PA through external regulation over time.
Despite these unexpected results, all the data of these two exploratory studies nonetheless largely support our hypotheses. In this sense, these results on the link between the RFT and SDT frameworks, which has been hitherto very little studied, may encourage researchers to pursue analysis of this theoretical association so as to study PA practice in a health context. Moreover, our results contribute to the literature at three levels. First, they confirm the interest of associating these two theoretical models in order to study a behavior. In this respect, they complement both the previous work of Lalot et al. [14] , who combined these two models to study nutrition habits, and the works of Vaughn [16] and Hui et al. [15] , who associated these two theoretical frameworks with another concept underlined by SDT (i.e., basic needs), in contexts other than health. Secondly, they improve understanding of the process through which health promotion focus is related with PA and thus complement the work of Laroche et al. [10] showing a mediator in this relationship (i.e., SOC strategy). Thirdly, for the first time in the literature they provide a better understanding of the process through which health prevention focus is related with PA.
These results also point to practical steps that can be taken to better promote PA. They suggest that health communication and the coaching arguments in health apps focusing on health improvement (e.g., "PA is good for your health") should encourage PA practice by favoring the pursuit of enjoyment in the activity and the acknowledgment of its usefulness. On the other hand, health messages and coaching arguments in health apps focusing on avoidance of health-related problems (e.g., "PA protects against health threats") should favor practice motivated by external pressures (e.g., fear of disease, fear of reproaches from certain people such as doctors or family) which are also favorable to practice. However, the works based on SDT suggest that practice motivated by external pressures is not beneficial for individuals' fulfillment and well-being [11] and only favor PA practice in the short term [13] . Therefore, this finding nonetheless casts doubt on the long-term efficacy of health messages focused on avoidance of health-related problems.
